I
T is a sobering realization that our ability to dedicate an issue of AnesThesiology to education, and to agonize about topics such as required simulation experience and optimal faculty-resident ratios, is a luxury not shared by much of the world. in many resource-poor environments, the number of clinical specialists is so low that even if qualified students, adequate facilities, and appropriate materials are present, education still may not occur, simply because there are no teachers.
The United states has approximately 25 physicians per 10,000 population. More than 30 countries make do with less than 1/10 of this number; the vast majority of these are in Africa ( fig. 1) . The resulting problems with healthcare access are easily understood, but such a dearth of doctors also makes it essentially impossible to increase the number of physicians. Those in clinical practice are overworked, and the few that might be involved in teaching have to devote most of their time to administration. These countries are in a bind: there are insufficient staff physicians to educate many residents, and because not many residents are trained, there is no increase in the number of staff physicians. A critical mass of teachers is required before this problem can be solved, and therefore this vicious circle can be broken only with substantial outside teaching support.
here are three examples from our specialty, covering a range of situations as found in east African countries with less than 1 physician per 10,000 population. Resources for health (also see announcement on page 26A in this issue of AnesThesiology), is expanding residency education in many specialties by an influx of foreign teaching faculty (more than 100 FTe, of which 5 anesthesiologists).** These are complex situations, but they have simple and direct implications for patient care. Although Cos often have a wealth of clinical experience and are technically skilled, their limited training in physiology, pharmacology, and the principles behind anesthesia practice is a severe constraint and contributes to the high perioperative mortality in these countries (5-10%, with mortality related to general anesthesia as high as 1 in 150). † † That Cos themselves are in short supply and overworked only compounds the problem.
Appropriate national policy and financial capability are essential to solve these issues: one needs to educate enough medical students to provide inflow into residencies and specialists, and once they graduate from their training programs, they must be adequately supported. in some countries, residents and Cos have to pay tuition, making it difficult for many to pursue specialization. But our concern here is how best to supplement the local faculty with foreign educators, to allow residency programs to build capacity. There is no single right answer, yet many vital issues to consider. here are some pertinent questions referenced to the situation in Rwanda.
Who organizes the program? it is critical that any such
program be comprehensive and unified, and driven by the local clinicians and administration-they are the only people who understand the local situation. Too many organizations send teachers for short periods of time at irregular intervals, which can never be a structural solution. Preferably, all efforts directed at a residency program should be aligned, and all visiting faculty should teach according to a defined curriculum, with local faculty in charge of the process. The Canadian Anesthesiologists' society/American society of Anesthesiologists program in Rwanda is a good example: the program sends one anesthesiologist-United states or Canadian-each month, and thus provides a full FTe. A detailed curriculum tells each visiting faculty member exactly which subjects to teach. 2. Who are we teaching: residents or COs? Realistically, Cos will be the primary anesthesia providers in most hospitals for many years to come, and it is in the patients' best interest that Cos are optimally taught. Therefore, of setting up residency programs in various countries and sending faculty over to teach, it may seem attractive to bring a few residents at a time from a resourcepoor country to the United states and let them take part in our training programs. however, this approach has many problems. licensing requirements are a major stumbling block, but maybe more important is that such people would be trained in a way of providing anesthesia that is radically different from what they will do back home. in fact, they would learn to use drugs and techniques that mostly do not exist in their country, and not gain familiarity at all with those they will be using there. 1 senior residents are very effective teachers because they often connect more easily with the local resident group, and may carry a greater store of practical clinical pearls to share than does the more academic faculty member. Many overseas teaching programs allow resident participation, and the American Board of Anesthesiology has formulated a set of rules that allow time spent on such effort to count toward residency requirements. U.s. teaching hospitals are not always willing to pay residents' salaries during away rotations, but they should be strongly urged to support these efforts-after all, the hospital will be more than willing to share the publicity that comes from this kind of work.
We should support well-designed overseas teaching efforts. Because without our help, it will remain impossible for the few, overworked anesthesiologists in Africa and elsewhere to create the critical mass, to train enough residents, and to break the vicious cycle of insufficient personnel that prevents each patient from having access to an anesthesiologist when needed.
